PROGNOSIS after acute myocardial infarction depends on the extent of myocardial damage, the persistence of myocardial ischemia, and the occurrence of malignant ventricular arrhythmias. Although Holter monitoring has proved to be sensitive in identifying patients at risk of sudden death, its clinical value has recently been questioned since spontaneous ventricular arrhythmias also occur Prognostic significance. Although data on the presence, duration, and/or frequency of late potentials in patients with documented sustained ventricular tachycardia or out-of-hospital sudden death help to elucidate 1092 CIRCULATION the underlying mechanisms, the most essential question is whether prognosis, mainly of patients with coronary artery disease, can be predicted. This may ultimately lead to more widespread use of signal averaging, enhancing its utility from a research-related tool to a diagnostic technique. Only prospective studies in well-defined populations at risk of ventricular tachyarrhythmias can ultimately achieve this. Presently available data suggest that recording of late potentials may indeed be helpful in the identification of patients at risk of ventricular tachyarrhythmias.
Our initial experience was based on 160 patients who were studied prospectively after recent myocardial infarction (median day of study 24.5). The results suggested that signal averaging might indeed be a promising noninvasive technique for the identification of patients prone to ventricular tachycardia or possibly even sudden death. 17 These preliminary data have now been extended to a total of 628 patients (mean age 54 ± 7.6 years) of whom 469 patients (74.7%) had a history of myocardial infarction (table 1) .`A total of 258 patients were included in the study during the first 4 weeks after myocardial infarction, whereas the remaining patients were included at varying intervals. Of the total population, 379 patients (60.4%) had no late potentials detectable on the body surface whereas the remaining patients had late potentials of either less than 40 msec duration (n = 191, 30.4%) or of 40 msec duration or more (n = 58, 9.2%). After a follow-up period of 39 ± 15.0 months (mean ± SD) there were 38 cardiac deaths (total mortality 6%). Mortality from a cardiac cause, the prevalence of sudden cardiac death 1 hr) , and the risk of subsequent sustained symptomatic ventricular tachycardia (requiring emergency admission to a hospital and immediate intervention) increased as a function of the presence and duration of late potentials (table 1) . Considering the occurrence of sudden cardiac death and sustained symptomatic ventricular tachycardia as arrhythmic events, their incidence increased from 2.4% (no late potentials) to 6.8% (40 msec duration) and finally to 22.4% (late potentials of 40 msec duration or more). The risk ratio of developing sudden death (within 1 hr) in a patient with late potentials was 3.3 and 5.4 times greater, depending on the duration of late potentials (less than 40 msec and 40 msec or greater), than in a patient without late potentials. Similarly, the risk ratio for sustained symptomatic ventricular tachycardia increased from 2.0 (less than 40 msec duration) to 17.3 (40 msec duration or more) compared with those patients without late potentials.
The site of myocardial infarction played a major role. In 454 patients who had a history of either anterior or inferior wall myocardial infarction, sudden cardiac death (within 1 hr) or sustained symptomatic ventricular tachycardia occurred more frequently in patients with anterior than in those with inferior wall myocardial infarction (table 2). The prevalence of these events increased as a function of the presence and duration of late potentials. Thus the presence of late potentials of long duration identified a high-risk group of patients after myocardial infarction.
Other studies. A total of 2039 patients has been included in eight prospective studies from seven centers (table 1) . Patients in the early and late postinfarction period as well as patients without previous myocardial infarction were studied. In one report,20 only patients who were referred to a rehabilitation program were included, whereas other studies mainly included patients in the early postinfarction period (table 1). The mean duration of follow-up was as high as 39 months. Other studies attempted to correlate the high-frequency components of the terminal portion of the QRS complex to arrhythmic events in patients studied within the first 10 days of infarction.22 There was a significant correlation between characteristics of the signal-averaged electrocardiogram and subsequent occurrence of spontaneous ventricular tachycardia in the early and postcoronary care phases of acute myocardial infarction.
Sensitivity, specificity, and predictive value of late potentials. Based on our own experience in 628 patients, sensitivity, specificity, and the predictive value of the presence or absence of late potentials for subsequent sudden death or sustained ventricular tachycardia varied considerably as a function of the criteria used (table  3) . However, there were a number of false-positive results. This means that in 69% to 96% of cases, neither sudden death nor symptomatic sustained ventricular tachycardia occurred during follow-up despite the presence of late potentials.
The predictive value of the detection of late potentials varied and did not exceed 13.8% for sudden death or sustained ventricular tachycardia alone. Considering any type of death or the occurrence of sustained ventricular tachycardia together, the predictive value of late potentials increased to 16.1% (late potentials absent or present) and to 31.0% (late potentials absent or <40 vs .40 msec). Thus a great number of patients had abnormal findings suggestive of regional slow conduction without developing an arrhythmic event even during prolonged follow-up. These patients obviously have some marker for a propensity to experience ventricular tachyarrhythmias but do not develop them, possibly because of the absence of adequate triggering factors. In contrast, the lack of late potentials had a uniformly high predictive value for an uneventful clinical course (without sudden death or symptomatic sustained ventricular tachycardia). The number of false-negative findings was equally low (table 3) .
Thus, taking these findings into account, the use of late potentials for the identification of patients at risk of sudden arrhythmic death faces the same problem as, 
